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TECHNICAL NOTE
Videoscopic approach to femoral bifurcation
Marc Coggia, MD, Armand Bourriez, MD, Pierre Cerceau, MD, Isabelle Di Centa, MD, Jean Pascal
Leschi, MD, and Olivier Goe¨au-Brissonnie`re, MD, PhD, Boulogne-Billancourt and Paris, France
Femoral artery exposure can lead to local complications, which can compromise the postoperative course of effective
arterial reconstruction. We report a new technique of vascular reconstruction in which a videoscopic approach to the
femoral bifurcation is used. To our knowledge, the videoscopic approach to the femoral bifurcation has not been
previously described. The main advantages of this technique include a limited cutaneous incision and avoidance of
skinfolds, especially in obese patients. (J Vasc Surg 2004;39:471-3.)
Vascular reconstruction of the common femoral artery
can be successfully performed through a limited groin
incision. However, in obese patients local complications,
especially cutaneous complications, can compromise the
outcome of an effective arterial reconstruction. Endoscopy-
assisted in situ lower extremity bypass grafting has been
reported to reduce wound complications related to endo-
scopic vein harvesting.1,2 We report a new technique of
femoral reconstruction in which a videoscopic approach to
the femoral bifurcation is used. The main advantages of this
technique include a limited cutaneous incision and avoid-
ance of skinfolds, especially in obese patients.
OPERATIVE TECHNIQUE
The procedure is performed with the patient under
general anesthesia; regional or epidural anesthesia can also
be used. Patients are placed in a dorsal decubitus position.
The lower limb is not draped if infrainguinal revasculariza-
tion is also involved. Two short skin and subcutaneous
incisions 4 cm apart are made below the anterior superior
iliac spine for insertion of the operative instruments (Fig 1).
The proximal, 10-mm incision is made at the level of the
pubic tubercle. The distal, 15-mm incision enables intro-
duction of one operator finger. Detachment of subcutane-
ous tissues is performed with the finger, from in front of the
sartorius muscle to the medial border (Fig 2, A, B). The
incisions are then drawn back with two retractors and kept
open with an autostatic abdominal retractor (Fig 3, A, B). A
30-degree endoscope (Storz-France SA, Paris, France) is
positioned through a 5-mm or 10-mm trocar (Storz-
France SA) introduced medially and between the two inci-
sions (Fig 1). Videoscopic detachment of the lymphatic
vessels is performed medially in front of the vascular sheath
covering the femoral vessels. Dissection is continued to the
femoral vein after division of the superficial iliac circumflex
artery (Fig 3, C, D). Blunt-tipped Metzenbaum scissors and
conventional fine tissue grasping forceps can be used for the
dissection. Sutures are placed on the cutaneous area of the
groin. Traction on these sutures enables supplementary
exposure of subcutaneous tissues and inguinal lymphatic
vessels, providing a larger operative field, especially at the
medial part of the work area. The femoral artery is then
dissected from the inguinal ligament, to the femoral bifur-
cation. After dissection is complete, the common, superfi-
cial, and deep femoral arteries can be secured with loops.
Before clamping, a bolus of heparin is administered intra-
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Fig 1. Perioperative view shows sites of cutaneous incisions: 1,
proximal operator incision at level of pubic tubercle; 2, distal
operator incision; 3, endoscope incision; 4, assistant instrumenta-
tion incision. ASIS, Anterosuperior iliac spine; PT, pubic tubercle.
Arrow points to autostatic abdominal retractor used to suspend the
groin retractors.
471
Fig 2. Finger detachment of subcutaneous tissues. A, Transverse section shows detachment to medial border of
sartorius muscle. B, Perioperative view shows introduction of the operator finger through the distal incision.
Fig 3. Transverse section (A) and operative view (B) show suspension of operator incisions with retractors. Transverse
section (C) and operative view (D) show detachment of inguinal lymphatic vessels with operator instruments.
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venously (0.5 mg/kg). Atraumatic angled vascular clamps
are inserted through 5-mm counterincisions to secure the
common and superficial femoral arteries, and bulldog
clamps are used to secure the profunda femoris artery.
Femoral reconstruction is performed under videoscopic
control. Sutures and anastomoses are performed with
hemicircumferential polypropylene running sutures. The
sutures are previously blocked on Teflon pledgets. Vascular
sutures can be performed with conventional needle holders
or pediatric laparoscopic needle holders (Storz-France SA).
At closure a suction drain is inserted, and the subcuta-
neous planes of the three larger incisions are closed with
absorbable sutures (Fig 4). Small incisions are closed only
in the cutaneous plane.
DISCUSSION
Approaching the femoral bifurcation through the in-
guinal region to perform an arterial reconstruction can
result in wound complications due to local preoperative
conditions, especially in obese patients. Lymphatic compli-
cations, cutaneous necrosis, and infection are the most
common local complications, and can compromise the
outcome of effective arterial reconstruction.3 Lymphoceles
and lymphorrhea may occur after division of the lymphatic
vessels when the femoral bifurcation is approached anteri-
orly.4 Obstruction of the inguinal lymphatic channels can
also lead to postoperative edema. In theory, the video-
scopic approach prevents lymphatic complications, notably
by avoiding cutting through the lymphatic channels. Cuta-
neous necrosis of the femoral triangle may be due to poor
vascularization of the skin in the groin.3,5 Certain causative
factors are related to patient history, including obesity,
diabetes, malnutrition, cutaneous atrophy, or long-term
steroid therapy. In such cases the main advantage of the
videoscopic approach to femoral bifurcation is that it en-
ables small incisions of the cutaneous and subcutaneous
tissues distant from the inguinal fold and abdominal pad,
thus avoiding traction and necrosis. Infection of the oper-
ative field is always possible, essentially because of the
proximity of perineal and anogenital bacterial spheres. The
videoscopic approach to the femoral artery ensures that the
incisions are distant from the area at risk, especially in obese
patients, in whom the risk for maceration of the inguinal
fold is well-recognized.
The videoscopic approach to the femoral bifurcation
enables arterial reconstruction under videoscopic guidance
but with a conventional technique. We believe that this
technical point is important, to profit from reliability and
durability of conventional arterial reconstructions. In our
initial experience, instruments used in the procedure were
similar to those used in basic vascular surgery. With specific
videoscopic instruments it will be possible to reduce the
length of incisions. However, the distal incision must be
sufficiently large to allow introduction of one operator
finger. This technical point is important to enable fast and
simple detachment of the inguinal lymphatic vessels. Most
important, introduction of one operator finger affords tac-
tile feedback on which to base decision-making.
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Fig 4. Operative view at closure in obese patient shows closed
cutaneous incisions and suction drain.
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